The authors describe a 27-year old man who developed an unruptured anterior-inferior cerebellar artery feeding aneurysm from a transverse-sigmoid dA VF and its subsequent resolution with the treatment of the dA VF. The patient, with a known history of left transverse and sigmoid sinus thrombosis, presented with pulse-synchronous tinnitus.
Salt Lake City, UT 84132 Salt Lake City, UT 84132 employed. Prior to a planned second-stage treatment for the left sigmoid sinus component, the dAVF improved significantly, but a small flow-related aneurysm developed on the left AICA feeding the petrous dural region in the interval. Resection of the involved sigmoid sinus resulted in resolution of the aneurysm. This is the first reported case of an unruptured feeding-artery aneurysm in an intracranial dA VF that resolved spontaneously with the treatment of the dA VF. Until more is known about its natural history, the decision on when and whether to treat an unruptured dA VF feedingartery aneurysm must be made on an individual basis.
Introduction
Dural arteriovenous fistulas (dA VFs) are vascular abnormalities of the dura mater that typically involve the dural sinuses, most commonly the transverse and sigmoid sinuses. 1 dA VFs are acquired lesions, often developing after dural sinus thrombosis (DST), and have a variable presentation ranging from a pulse-synchronous tinnitus to intracerebral hemorrhage.
Unlike with arteriovenous malformations (A VMs), concurrent arterial aneurysms and intracranial dA VFs are extremely rare. 2 -4 The two other patients detailed in the literature both presented with subarachnoid hemorrhage (SAH). We present a unique case of a patient who developed an unruptured anterior-inferior cerebellar artery (AICA)
feeding-artery aneurysm from a transverse-sigmoid dA VF that resolved spontaneously with the treatment of the dAVF. The unique issues surrounding the management of feeding-artery aneurysms associated with an intracranial dA VF are discussed.
History and Examination
This 27-year-old man originally presented with an acute headache, vomiting, and meningismus in August 2003. On the following day, he developed horizontal diplopia and was found to have bilateral 6th nerve palsies and papilledema. A diagnosis of intracranial hypertension was made, and he was started on Diamox. The origin of the intracranial hypertension was initially thought to be doxycycline-related. I8 - 21 Brown et a1. 22 showed an increased annual risk of 7% for intracranial hemorrhage in the setting of an unruptured AVM with a concurrent intranidal or feedingartery aneurysm, giving an annual hemorrhage rate of 10%.
The treatment of feeding-artery aneurysms with AVMs is controversial, Some recommend a conservative approach as they believe that these are flow-related lesions that may regress or remain stable once the A VM is removed. 1 1 Others propose that they should be treated immediately because of their risk of hemorrhage. 18, 23 At present, there is no treatment guideline regarding concurrent arterial aneurysm and dA VF. In our case, we elected to follow the aneurysm, because of its small size and its lack of symptoms, and because we believed it was a flow-related lesion that would regress once the dA VF was obliterated. In support of our theory, the aneurysm regressed spontaneously after the staged, multimodal treatment of the dA VF. Until more data are available regarding concurrent aneurysms and dA VFs, however, the decision of when and whether to treat an unruptured dAVF feeding-artery aneurysm must be made on an individual basis. 
